Purpose: First, we investigated whether respondents' first person views differed from their third person views reflecting their assessment of attitudes of other people. Second, we examined whether first-person and third-person views changed following an anti-stigma workshop.
Introduction
Stigmatizing attitudes towards mental illness are prevalent in the general population and acknowledged to adversely affect people with mental health problems. Stigma and discrimination can lead to social isolation (Farina, Allen & Saul, 1968; Link, Cullen, Struening, Shrout & Dohrenwend, 1989) , low self-esteem (Wright, Gronfein & Owens, 2000) , restricted life chances (Link, 1982; Rosenfield, 1997) , and delayed help-seeking (Link, Struening, Rahav, Phelan & Nuttbrock 1997; Schomerus & Angermeyer, 2008) .
If stigma could be reduced, it is possible that such negative outcomes could be moderated or prevented. The literature suggests that initiatives to reduce stigma can be effective. Three themes of protest, education and contact characterise approaches to anti-stigma actions (Corrigan, Mueser, Bond, Drake & Solomon, 2007) . Protesting against stigma can include campaigns and media lobbying, although its effectiveness is difficult to assess and can lead to negative reactions (Penn & Corrigan, 2002) . Public education can be effective when messages are carefully targeted to key groups and use social models of mental health (Read & Law, 1999; Byrne, 2000) . They are particularly effective when combined with positive personal contact with people who have experienced mental health problems (Corrigan, River, Lundin & Penn, 2001 ).
Approaches to measuring stigma are closely conn ected to the ways that we conceptualise it. Interactionist perspectives explore meaning-making at an interpersonal level, exemplified by Goffman's symbolic interactionist approach (Goffman, 1963) . This has led to measuring stigma at an individual level focusing on the potential stigmatizers, mainly through public surveys and questionnaires. In recent decades, critical and structuralist perspectives have increasingly challenged the focus on individualism and micro-level interactions (Scrambler, 2009 ). Instead they emphasize lived experiences of stigma and structural stigma. Examples include media reports as a measure of structural stigma (Corrigan, Markowitz & Watson, 2004) , unemployment levels (Brown et al., 2007) , harassment (Berzins, Petch & Atkinson, 2003) , or social networks and support (Link et al., 1989) . Link and Phelan (2001) blend these action and structural perspectives by defining stigma as the co-occurrence of five components: labelling, stereotyping, separation, discrimination, and status loss. They acknowledge that this process is mediated by power, which leads to the discrimination and inequalities associated with stigma (Corrigan et al., 2004) .
Measuring change associated with anti-stigma interventions relies either on the measurement of selfreported attitudes, or an assessment of behavioural change in relation to an intervention. For practical reasons, most studies rely on the former method. Qualitative approaches are rarely used (Link, Yang, Phelan & Collins, 2004) . Quantitative methods are perceived to have several benefits including comparability across groups, specifying the extent of positive or negative change, and identifying ceiling effects. However, self-reported attitudes are strongly influenced by social desirability bias (Link et al., 2004) and may not correlate with the views that individuals hold privately, nor the behaviour they display in public. Questionnaire-based studies try to minimize this effect by enhancing the anonymity of responses. However, it is likely that some bias will persist when investigating stigma, since stigma is itself an indicator of social desirability. (Link et al., 2004) . There has been little work to examine the ways in which respondents' first person views about themselves differ from their third person views about other people, even though our understanding of the social context in which stigma occurs suggests that the two are likely to be associated.
Interventions to modify attitudes towards mental illness have shown that opinions can change, at least in the short term. Education workshops demonstrate positive short-term impacts on reported stigma including feelings of benevolence (Holmes, Corrigan, Williams, Canar & Kubiak, 1999) , improved social distance, and equal rights items (Mino, Yasuda, Tsuda & Shimodera, 2001) . Education workshops involving positive contact have been delivered to various community and professional groups in the UK resulting in improved reported attitudes towards social distance, recovery, and unpredictability; although dangerousness, violence, and public protection have proven to be more resistant to change, perhaps linked to deep seated fears (Pinfold et al., 2003; Knifton, Walker & Quinn, 2008; Knifton et al., 2009) .
We hypothesized that anti-stigma interventions based on group training sessions might operate differentially on these first and third person views. Three possible processes might occur. First, response bias might lead an individual to modify statements about their personal views to correspond to what they perceive to be the sanctioned view of the group; but the same pressure may not apply to statements about other peoples' views. In other words, people may be less likely to censor statements when reporting other peoples' views rather than their own. Second, information and personal experience absorbed during an antistigma intervention might be expected to change first person views but not third person views, since other people were not exposed to this information. Third, direct information imparted about other peoples' attitudes to mental illness might affect both first and third person responses. Therefore, we designed this study to (1) assess the influence of a one-day workplace training session on mental health awareness on self-reported attitudes in the first person (personal views) and third person (perception of societal views) comparing first and third person attitudes recorded before and after training; and (2) investigate the aspects of stigma that were most amenable to change as a result of the interventions. N. Quinn et al.
Methods

Design
We used a repeated-measures design. Participants were asked to complete the questionnaire before the workshop began and were advised that responses would be anonymous, that they should express their true views, and should not confer with others about their answers. Participants were given a total of 15 min to complete the questionnaire. Following delivery of the workshop, the same questionnaire was re-administered to participants with identical instructions.
Participants
This study involved 87 participants across nine workshops that took place over a five-month period.
The workshops targeted housing association and telecommunications workers. These agencies were identified by service users in a previous needs assessment as being of particular importance to people who experience mental health problems. Public and private sector organizations were equally represented in the study. Information was not collected about individual job roles, though each organization would deal with clients with mental health problems as part of their routine work, and worker contact with people with mental health problems was recorded. Participants were asked about knowledge of mental illness before the workshop.
Workshop session
Nine one-day training courses on mental health awareness were delivered to private and public sector workplaces in Glasgow, Scotland in 2008. The six-hour workshops took place in workplaces and used a combination of service user narratives, experiential group learning, and didactic teaching approaches. The core purpose of this intervention was to increase participants' knowledge of mental health and mental health problems, to promote positive attitudes and challenge negative stereotypes, and to create positive behavioural intent amongst targeted audiences. Training was divided into sections covering the following issues: mental health, mental health problems, stigma /public attitudes, recovery, personal narrative, responding to legislation within the workplace, and supporting someone with mental health problems. A more detailed summary of the workshop modules is contained in the Appendix 1.
Questionnaire
A questionnaire was developed to capture attitudes to mental health problems using questions gathered from the Scottish Public Attitudes Survey (Braunholtz, Davidson & King, 2004) . The questionnaire consisted of 30 statements about people with mental health problems; 15 statements related to the participants' personal views and 15 related to their perception of the general public's view. Participants were asked to indicate the extent to which they agreed or disagreed with the statements made, and responses were measured on a 4-point Likert-type scale. To avoid a response pattern, half of the questions were phrased positively and half were phrased negatively. Responses were coded so that a score of 1 was least stigmatizing and a score of 4 was most stigmatizing Cronbach's alpha for the stigma scale from the current sample at baseline/pre-intervention was 0.648 (first person) and 0.883 (third person). Following the intervention, Cronbach's alpha for the stigma scale from the current sample was 0.753 (first person) and 0.866 (third person). The complete questionnaire is available from the authors on request.
Items related to four recognized components of stigma and discrimination (Larson & Corrigan, 2008) . The exact wording of the questions appears in Tables 2  and 3 . Social Distance (Questions 1, 6, 8, 11, and 13) pertains to the degree of discomfort felt being in proximity to those who have or have had a mental health problem. Recovery (Questions 2, 3, and 10) reflects the extent to which one believes individuals can or do recover from mental ill health. Dangerousness (Questions 5, 7, 12, and 14) reflects the extent to which individuals with mental health problems are considered to be dangerous, and unpredictability (Questions 9 and15) reflects the extent to which individuals with mental health problems are considered to be unpredictable or unstable. The perceived ability to recognize someone with mental illness (Question 4) encompasses aspects of social distance, unpredictability and dangerousness and is considered as a separate aspect of stigma.
Analysis
Stigma scores were calculated by summing the Likert items to give a score ranging from 15 to 60. Higher scores reflect greater stigmatizing attitudes towards mental health problems. Average scores for each item are also presented. The percentages provided in Table  3 represent the average percentage reduction (and on one occasion increase) in item mean scores from baseline. These were calculated by dividing the differential mean score by the pre-intervention mean score and multiplying the resultant figure by 100.
Results
Participants
A total of 101 individuals attended the training session, and 87 participants completed each of the question-naires. Of these 87 participants, just over three quarters (77%, n=67) were male and 23% (n=20) were female. The majority (77%, n=67) were between 35 and 54 years of age, with 13% (n=11) aged 55 years or more, and 10% (n=9) aged 34 years or under. Table 1 shows the pre-and post-workshop mean stigma scores and standard deviations for first and third person scale scores. At baseline, first person stigma scores were significantly lower than those for third person scores at baseline (t= -7.233, df = 86, p<0.0005), indicating that participants considered that the general public held more stigmatizing views than they did. Attendance at the workshop reduced the level of stigmatizing attitudes for both first (t = 11.939, df = 86, p < 0.0005) and third (t = 3.535, df = 86, p = 0.001) person views. The workshop was associated with a more marked reduction in stigmatizing attitudes expressed by first compared with third person views. However, the higher standard deviations associated with participants' perceptions of third person attitudes (both at baseline and post-intervention) suggests that there was greater variation amongst participants with regard to their perception of third person attitudes towards mental illness/mental health problems. There was a weak but significant negative correlation between degree of exposure to mental health problems/issues and baseline personal/first person stigma scores (r = -0.279, n = 87, p < 0.01). In other words, increased exposure to mental health issues prior to the workshop was associated with lower personal stigma scores at baseline. There was no significant correlation between degree of exposure to mental health issues prior to the workshop and baseline general/third person stigma scores (r = + 0.195, n = 87, p > 0.05). Table 2 shows the baseline mean stigma scores and standard deviations for each of the 30 items. Participants considered that the general public were more stigmatizing than they were with regards to 13 statements. Participants were most stigmatizing in their first person views in relation to the statement, People who have had treatment for a mental health problem are more dangerous. Third person views were most stigmatizing in relation to the statement People generally feel comfortable moving next door to a person with mental health problems. Table 3 shows the percentage change in mean scores from baseline for first and third person accounts. Attendance at the anti-stigma workshop reduced stigma for the majority of statements (12 of 15) for first person attitudes. All of the five social distance items showed improvement, two of the three recovery items showed improvement, three of the four dangerousness items showed improvement, and both of the unpredictability items showed improvement. Attendance at the antistigma workshop also reduced stigma for around half of statements (eight of 15) for third person attitudes. One of the five social distance items showed improvement, two of the three recovery items showed improvement, two of the four dangerousness items showed improvement, both of the unpredictability items showed improvement, and the item that it is possible to recognize someone with a mental health problem showed improvement.
Discussion
We used a one group repeated-measures design to assess change following an anti-stigma workshop and to compare first person to third person accounts of stigma. Our sample size was sufficient to permit comparisons both within (before and after) and between (first and third person) groups. We noted statistically significant reductions in stigma for both first and third person accounts following the workshop. We also confirmed our hypothesis that self-reported first and third person views about stigma were different. First person accounts were less stigmatizing.
The study had a number of limitations. The sample was opportunistic and there was no comparison group. Workshops were delivered to workplaces where participants knew one another, which may have made it more difficult for participants to discuss their attitudes freely. Group dynamics may have generated mutual reinforcement or denial of stigma. The study was modest in size and did not include a follow-up period. The questionnaire used in the evaluation was not a standardized instrument. -25.95% -9.46%
I would spend an evening socializing with a person with mental health problems.
-41.48% -0.82%
I would make friends with a person with mental health problems. -14.60% -2.76% I would feel comfortable with a person with mental health problems marrying into the family.
-11.57%
+2.73%
I would feel comfortable working closely with a person with mental health problems.
-13.80% -3.16%
Recovery Items
People who have recovered from mental health problems may find returning to work too stressful.
-11.93% -8.81%
It is possible to have a mental health problem and lead meaningful life.
-16.11% -18.62% People who have experienced a mental illness could struggle to cope with bringing up children.
-7.63% -6.52%
Dangerousness Items I would feel unsafe around a person with a mental health problem.
-19.36% -6.46% People who have had treatment for mental health problems are more dangerous.
-57.68% -14.78%
People with mental health problems are unsafe, unless they have taken their medication.
-17.43% -12.38%
I would feel uncomfortable allowing a person with mental health problems to look after my child.
-2.18% -4.01%
Unpredictability Items
People with mental health problems let their emotions control them.
-18.19% -13.98% People with mental health problems are more unpredictable.
-25. 80% -14.23% This quantitative analysis does not include qualitative data which would help to understand why the changes occurred. We cannot be certain about which aspects of workshop design and delivery had the greatest impact upon participants, although other studies have demonstrated the value of narratives and positive contact (Corrigan et al., 2001; Knifton et al., 2008) . The evaluation did not seek to differentiate between different mental health problems even though these can attract different forms of stigmatizing beliefs (Crisp, Gelder, Rix, Meltzer & Rowlands, 2000; Gaebel, Zaske & Baumann, 2006) .
Although first person self-reported attitudes are accurate in the sense that they directly record participant responses, they may be more susceptible to social desirability bias generated by the workshop or the questionnaires themselves. By contrast, self-reported perceptions of other peoples' views could minimize social desirability bias while possibly reducing the accuracy of the report (as participants cannot truly know the attitudes of other people).
The observation that first person views were less stigmatizing than third person views has three possible explanations. First, this sample of people may have less stigmatizing views than those held by the general public. Second, this sample of people may have been unable to accurately estimate the views held by the general population. Third, self-reporting of the samples' own views was subject to a social acceptability bias in the direction of less stigma and this effect did not apply to third person views.
The design of this study did not permit us to examine the interaction between the factors influencing first and third person responses. Further work may clarify the reasons for this differential response, but this study raises two intriguing possibilities. First, the assessment of third person attitudes might be a method of assessing attitudes that are relatively independent of social desirability pressures. Further research might usefully consider whether social distance acts as an proxy indicator of behaviour rather than attitudes, and how the attitudes of others varies with their closeness to the participant (e.g., friends, family, community as compared to general public). Qualitative approaches might have the capacity to investigate the meaning behind the questionnaire-based responses in this study. Second, this study suggests that individuals typically consider themselves as less stigmatizing than others. If so, stigma campaigns might be able to enhance their effectiveness by relational social marketing strategies (e.g., help us to tackle the stigma that others have) rather than addressing people as presumed stigmatizers, since many people do not recognize this view of themselves.
Finally, first person attitudes became less stigmatizing after the workshop. The change in attitudes was modest, though statistically significant. These positive attitude findings are broadly in line with those for similar interventions (Holmes et al., 1999; Mino et al., 2001; Pinfold et al., 2003; Knifton et al., 2008) which suggest that targeted workshops can have a limited but positive impact on stigma. This study was unable to assess changes in stigma scores over a longer time period, but this would be an interesting topic for future study.
